With regard to operative procedure, each case must be approached by selection. In the severe cases external approach was usually to be preferred. The milder cases might be attacked by the intranasal route.
Sir STCLAIR THOMSON said that Professor von Eicken appeared to treat such cases surgically by passing through the os planum of the ethmoid into the orbit. That seemed to him (the speaker) a perilous way of approach, and he would think if there was a retro-ocular abscess it would be safer to open it from the outside.
Mr. E. CRAIG DUNLOP said he had had a series of these cases, and in many of them the os planum was already perforated, and there was no need to make a hole. They could be successfully drained by the intra-nasal route. Displacement was not reliable from the diagnostic point of view. Sometimes there was lateral displacement of the eyeball, sometimes forward only. The results of drainage by the intranasal route were good. In one of his cases he had removed some orbital fat, which was protruding through a hole in -the os planum, and of course through the periosteum as well.
Dr. J. S. FRASER said that all cases of acute proptosis werc not due to sinusitis. Recently in hospital he had seen a case of proptosis sent over from the Ophthalmological Department with the eye proptosed. The swelling appeared to be behind and to the outer side of the eyeball. The eye specialist thought it was an orbital complication of nasal sinus trouble, but there was nothing wrong in the nose. Transillumination of the frontal and maxillary sinuses was favourable, and radiography in every direction showed healthy sinuses. Dr..Logan Turner saw the case with him, and agreed that nothing wrong was to be seen in the nose by rhinoscopic or radiographic examination. He (Dr. Fraser) only learned the day before he left that the Wassermann reaction was positive; it was probable that there was ;some gummatous infiltration at the back of the orbit.
Mr. W. S. THACKER NEVILLE (in reply) said that the abscess was between the periosteum and the os planum and the fixation of the eye was probably due to caedema. The temperature was raised on the first day and on the next day the eye was proptosed, but there was no strabismus. The ophthalmologist had no difficulty in seeing the optic nerve each day, and no displacement of the eye was reported until the seventh day, when a brawny swelling of the lower eyelid appeared and the eye was displaced upwards so that the optic nerve could not be seen. It was then decided to perform an external operation. POSTSCRIPT (December, 1929) .-The oedema has disappeared.
Carcinoma of Right Bronchus.-W. S. THACKER NEVILLE, F.R.C.S.Ed. Patient, male, aged 64, a wagon builder and upholsterer, came on July 26, 1929, complaining of a cough, which continued almost incessantly. He bad been expectorating liver-like substance with streaks of blood for three or four months, and one hour after eating he vomited. He used to weigh 11i st., and then weighed 10 st. 10 lb.
On examination the larynx was normal. A rubber tube passed into the stomach without any obstruction and so a skiagram was taken. This showed atelectasis of the right upper lobe. On July 29 I passed a bronchoscope half an hour after the administration of morphine hydrochloride gr. i, with atropine gr. -#and the cocainization of the larynx. At the entrance of the right bronchus I found a tumour, which moved with respiration. After withdrawing the bronchoscope the patient coughed up a large piece. On section this was reported to be an oat-celled carcinoma, and on July 30 I injected both lungs with lipiodol, and found that the lipiodol did not pass into the upper right lobe. I then procured a 50-mgm. tube of radium from Dr. Gamlen, of Newcastle, and inserted it into the right bronchus. This resulted in atelectasis of the whole right lung as seen by X-rays. The patient was relieved to a great extent of his cough, but rapidly lost flesh and died three weeks later.
The patient's symptoms were cough, dyspneea, expectoration, hmmoptysis, loss of weight, and fever, and so one sees how easily one could diagnose such a case as Proceedings of the Royal Society of Medicine 4 tuberculosis of the lung. When I first saw him, I thought he had a mediastinal tumour or an aneurysm, and I did not suspect a bronchial tumour until I saw it with a bronchoscope.
Atelectasis seen in a skiagram suggests the presence of a tumour; it is the commonest sign of-and in many cases the only clue to-malignancy. In this case there were no signs of suppuration, such as have been reported by other writers, and so I did not think of abscess or bronchiectasis of the lung.
The malignancy of this tumour is classified by Dr. F. B. Smith, of Harrogate, as No. 3 Broder, that is to say, it was highly malignant. This agrees with the findings of most writers, although some have reported patients alive four and eleven years after the removal of malignant tumours.
The treatment in this case was radium; the usual intensive X-ray treatment was not at my disposal.
Discus8ion.-Dr. BROWN KELLY said there were several features in this case which suggested a diagnosis other than that given. Thus, it was stated that the tumour at the entrance to the right bronchus was expelled on introducing the endoscope and that on inspecting the region afterwards no growth was seen. The microscopical characters of the piece expelled were unusual. Was this really a tumour? He asked whether the possible presence of an abscess in the liver had been considered. This could make its way into the right lung, whence its contents would be coughed up. The discharge would resemble the liver-like substance expectorated by the patient. In one of the skiagrams the diaphragm was higher on the right side. Mr. V. E. NEGUS said that a point brought home by this case was the necessity of examination with the bronchoscope in all cases in which carcinoma of the lung was suspected. He had had two cases in which this did definite good. One was that of an elderly man, whom Sir StClair Thomson allowed him to examine. There was an obstruction of the right bronchus by masses of new growth; bronchoscopy made the diagnosis definite, and the clearing away of the masses afforded considerable comfort, though the patient died afterwards. The second case was one which Miss Muriel Ward had allowed him (the speaker) to see. There was a new growth in the right bronchus which had caused collapse of the right lung. There was no air entry owing to the mechanical obstruction caused by the growth. He cleared away a good deal of pus, as it was better to carry out removal after this procedure. He then removed the growth as a single tumour, pedunculated. An excoriated area was left on the bronchus and this he painted with silver nitrate. The growth was an adeno-carcinoma, and the man was apparently well for the time being; the skiagram showed the lung to be clear, there were no symptoms and the man had gone back to work. Probably many cases of carcinoma in the lung originated in the bronchus, whence it was possible that growths might be easily removed. Even if this patient should have a recurrence he was rid of the trouble for the time.
The PRESIDENT said that carcinoma of the lung seemed to be increasing, and if that were so, one wondered to what the increase was due. A collection of cases, with full details, would be of considerable interest. If cases could be seen and diagnosed early, radium or other means might be applied with some prospect of benefit.
Mr. W. S. THACKER NEVILLE (in reply) said he did not think the condition was liver abscess, as both Mr. Barnard and Dr. Smith reported carcinoma. Carcinomata of the bronchi were not very well classified. Mr. Negus's case appeared to have been like this one; it was strange that the right lower lobe was not obstructed.
Chevalier Jackson stated that formerly 1% of primary carcinomata were in this situation but that, lately, primary carcinoma of the bronchus had increased 15% to 20%, giving as the probable reason the petrol and the tar used on the roads. The only way to diagnose the cause of a chronic cough was to pass a bronchoscope, and this procedure could be rendered more acceptable by using local anfesthesia. Rabbit vertebra removed at second bronchoscopy, with local anaesthesia.
